. MISSOURI STATE BOARD OF HEALTH "50 722

BUREAU OF VITAL STATISTICS
CERTIFICATE OF DEATH

1. PLACE OF DEATH ;‘?-

2. FULL NAME....... iRt Ee L e et et s s
() Besidence. No......oooocvnnineriinn . * Jo o WEBIIN. e e s rane b b s e e g ae g rer e s e
(Usual place of abode) . , (If monresident give city or town and State)
Lendth of residence in city or town where death occarred . mos. ds. - How lang in U.S., il of lareign birth? s, mas. da.
PERSONAL AND STATISTICAL PARTICULARS i ’ MEDICAL CERTIFICATE OF DEATH

4. COLOR OR RACE | 5. SivoLE, MaRRIED, WIDOWED OR 16. DATE OF DEATH (MONTH. DAY AND YEAR) //-/ ﬂ ] 192

SEX . A R 5
& YORCED (rile the worn
/Qn—- aLe 17.
S5a. [F MARRIED, WiDOw Dlvoac:n
T Qﬂm Wi Y
(or) WIFE oF that I last paw hw abive an........... AL ,Q
d, on the deis stated above, at... ;‘

6. DATE@#BIRTH (MoNTH, DAY AND va( g J’ Py N ﬁ MUSE’OF DEATH® was AS FOLLOWS:

7. AGE YEArs MoNTHS . %¢ [ 1 LESS than 1 ?
dn%y oo itde M .....

' 47. 2 /0 | w.min Al Lot

a. OCCLIP{TION OF DE

(a) Trade, m!ﬂhn,u&‘ 4 o> , %

particuber kind of Work ... T ..c.iiiiiiimiiiinr ey ranresrremsenas e e T TL s st brs e snane v
{b) Genern] nniore of industry, CONTRIBUTORY ..........connue
btinexs, or estahfishment in : (SECONDARY)

which employed (or employer)... et e s
{c} Name ol exaployer

ITH UNFADING INK---THIS IS A PERM*IENT RECORD

N. B.—Every item of information should be carefully supplied. AGE should be stated EXACTLY. PHYSICIANS ghould state
CAUSE OF DEATH in plain terms, so that it may be properly classified. Exact statement of OCCUPATION is very important.

9. BIRTHPLACE {CITY OR TOWN) I e rvryo OOV
—M_
(STATE OR COUNTRY}
10. NAME OF Fﬂmﬁaﬂa,ﬂf‘u .4/ aafma,,\
11. BIRTHPLACE OF FATHER (ciTY.on Town)... WHAT TEST CONFIRMED QEAGNUSIST. (0o pyeeogrerereramcmrrsonsnsstratssss sosntessoneborassoniassasasanse
(Svare or countAY) (Signed (A T M.D
i 2 o 1 AT » M.

PARENTS

12. MAIDEN NAME OF MOTHER )f-AMA_ AYon e, 7~/ L1382/ (Address) 2@ . ﬂ( S Eg # ; 7
. *State the Diseazs Cavmive Dzam, or in ¢t f 1ouent Cavaxs, ;tatc

13. BIRTHPLACE OF MOTHER (c: TOWNY. ..o gmeni i inimsirie e e basiet it
st ) (1) Mzaxs axp Natusp or Inmver, sad (2) whether Accmenrzar, Suicman, or
(STATE OR COUNTRY Hoxremar.  (Bee reverse side for additional apace.)}

1. %W/ %’}'L@é/ |5, PLACE OF BURIAL, CREMATION. OR REMOVAL | DATE OF BURIAL

@dm l:’;\z‘#*”’ ' B | B ptt5ees Ll Ao 14 37
sy 1 el dtenn oty 2 OERAER oo
- R "/lﬁgﬁ’\‘fo&vf-&« f’”& 10"!/2.%?‘%

WRITE PLAINLY,

-
n




Revised United States Standard
Certificate of Death

(Approved by U. B. Census and Amorican Public Health
Association.)

Statement of Occupation.—Precise statement of
occupation ia very important, so that the relative
healthfulness of various pursuits esan be known. The
question applies to each and every person, irrespec-
tive of age. For mapy oceupations a single word or
term on the first line will be sufficiant, e. g., Farmer or
Planter, Physician, Compositor, Architect, Locomo-
tive Engineer. Civil Engineer, Siationary Fireman, ete.
But in many oases, especially in industrial employ-
ments, it is necessary to know (a) the kind of work
and also (b) the nature of the business or industry,
and therefore an additional line ig provided for the
latter statement; it should be used only when needed.
As examples: {a) Spinner, (b} Coilon mill; {a) Sales-
man, {b) Grocery; (a} Foreman, (b) Automobils fac-
tory. ‘The material worked on may form part of the
second statement. Never return “Laborer,” *‘Fore-
man,” *Manager,” ‘‘Desaler,”” ote., without more
precise specifioation, as Day laborer, Farm laborer,
Laborer— Coal mine, ete. Women at home, who are
engaged in the duties of the household only (not paid
Housckeepers who receive a definite salary), may be
entered as Housewife, Housework or At home, and
children, not gainfully employed, as At school or At
home. Care should be taken to report spesifieally
the ocoupations of persons engaged in domestio
service for wages, as Servant, Cook, Housemaid, ote.
If the occupation has been changed or given up on
aceount of the DIBEABE causING DEATH, state occu-
pation at beginning of illness. If retired from busi-
ness, that fact may be indicated thus: Farmer (re-
tired, 6 yre.) For persons who have no occupation
whatever, write None.

Statement of Cause of Death.—Name, first,
the DISEABE CAUSING DEATH (the primary affection
with respect to time and causation), using always the
same accepted term for the same disease. Examples:
Cerebrospinal fever (the only definite synonym is
“Epidemio c¢erebrospinal meningitis’); Diphtheria
(avoid use of “Croup”); Typhoid fever (never report

"*Typhoid pneumonia’); Lobar pneumonis; Broncho-~
preumonia (“Pneumonia,” ungualified, is indefinite);
Tuberculosis of lungs, meninges, periloneum, eto.,
Carcinoma, Sarcoma, eto., of . . . . ... (namo ori-
gin; “Cancer” is less definite; avoid use of ““Tumor'’
for malignant neoplasma); Measles; Whooping cough;
Chronic valvular heart diseaszs; Chronic interstilial
nephrifis, ote. The contributory (sesondary or in-
tercurrent) affection need not be stated unless im-
portant. Example: Measles (disease causing death),
29 ds.; Bronchopneumonis (secondary), 10 ds.
Never report mere symptoms or terminal eonditions,
such ag “Asthenia,” *“Anemia’ (merely symptom-
atie), *“Atrophy,” *“Collapse,’” **Coma,’” '‘Convul-
sions,” “Debility” (*‘Congenital,” *‘Senils,” sete.),
“Dropsy,” *'Exhaustion,” ‘“Hears failure,” “Hem-
orrhage,” *Inanition,” *“Marasmus,” “0Old age,”
“Shoek,” **Uremia,” *“Weakness,” oto., when o
definite disease can be ascertained as the oause.
Always qualify all diseases resulting from child-
birth or miscarriage, a8 “PUERPERAL seplicemin,”
“PUERRPERAL peritonitis,” ete. State cause for
which surgical operation was undertaken. For
VICLENT DEATHS state MEANS OF INJURY and qualify
43 ACCIDENTAL, BUICIDAL, Of HOMICIDAL, Or AS
probably such, if impossible to determine definitely.
Examples: Accidental drowning; struck by rail-
way irafn—accident; Revolver wound of head—
homicide; Poisoned by carbolie acid—probably suicide.
The nature of the injury, as fracture of skull, and
consequences (e. g., sepsis, letenus), may be stated
under the head of *“Contributory.” (Recommenda~
tions on statement of causo of death approved by
Committee on Nomenclature of the American
Maeodieal Association.)

Nore.—Indlvidual oficos may add to above iist of undesir-
able torms and refuse to accept certificates contalning them.
Thus the form in use in New York Clty statos: *'Certificates
will be returned for additional information which give any of
the following diseases, without explanation, as the sole cause
of death: Abortlon, cellulitis, childbirth, convulsions, hemor-
rhage, gangrene, gostritis, erysipelas, meningitls, miscarriage,
necrosls, peritonitis, phiebitis, pyemia, septicomia, tetanus.'
But general adoption of the minimum Ust suggested wiil work
vast fmprovement, and its scope can be extended at a later
date.
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